found 12 other cases of intra-cranial metastases from mesothelioma.
This review suggests that metastatic spread of malignant mesothelioma to the brain is more common than generally recognized. References Haemophilus influenzae is an infrequent cause of osteomyelitis with a reported incidence of 5_12%1.2. It usually causes an acute infection similar to staphylococcal osteomyelitis but may also be responsible for sub-acute infectiorr'". Acute infection of the talus is seldom described", and sub-acute infection of the talus is even more uncommon. The probable association of two such infections with Haemophilus influenzae prompted this report".
Case reports
Case 1 A 2-year-old boy was admitted on the 21 December 1984 with a 4-day history of a cold and a 24-hour history of a right limp. On examination there was a low grade fever and signs of irritability in the right hip with full movements albeit with discomfort at their extremes. The white cell count was normal and the erythrocyte sedimentation rate 37 mm/h. The following day his temperature was 38°C and he was generally unwell. Blood cultures were negative. He was treated by intravenous erythromycin and flucloxacillin.
Within 48 h he was apyrexial and hip movements were full and comfortable. He was allowed home on oral antibiotics.
Two weeks later he was limping again but well and not in pain. X-rays showed a defect in the capital epiphysis suggesting Perthes-type changes (Figure 1 ). Antibiotics were continued. The limp became worse and clinically it was difficult to be certain whether the hip was the culprit because he had now developed swelling and warmth in the right ankle. X-rays suggested a lytic area in the medial side of the talus. A week later it was obvious (Figure 1 ). The erythrocyte sedimentation rate was 48 mm/h.
Because of the clinical uncertainty as to which joint was at fault both were explored. The hip was entered through a lateral approach. There were no signs of inflammation.
The femoral head was slightly flattened and thought to be compatible with a Perthes-like disorder. A core biopsy was taken and the wound closed.
The ankle was explored through a postero-medial incision. There was thin turbid fluid in this joint. A core of talus was removed. This allowed access to a cavity with release of yellow pus and fibrin. After curettage the wound was closed.
Histology of the hip specimen showed a central area of cystic degeneration with cavities lined with proliferating benign fibrous tissue. Bacteriological examination was negative.
The ankle specimen demonstrated histological features of an abscess. Bacteriological examination showed Gram negative coccobacilli and Haemophilus influenzae type b polysaccharide was demonstrated by counter immunoelectrophoresis. Culture was unsuccessful.
The child was rested in a spica cast for 2 weeks and given ampicillin for 6 weeks. He made a rapid and full clinical recovery. X-rays of the ankle and hip taken 3~years 0141-0768/901 070467-021$02.00/0 Case2 A 14-month-oldboy was referred with a 6-day history ofa limp. There was mild swelling and reddening of the outer side of the right ankle. X-rays were normal. A diagnosis of cellulitis was made and he was treated with erythromycin 125 mg 6-hourly.
The swelling and redness initially subsided but his limp continued. Three weeks later the ankle was again swollen and he had developed an equinus deformity. Further Xvrays showed an erosion on the lateral side of the body of the talus (Figure 2) .
The ankle was explored through an anterolateral approach. The joint contained thin purulent fluid. The anterolateral aspect of the talus was found to have a small sinus which was enlarged to allow access to the abscess. Yellow pus was released and curettage performed. Gram negative coccobacilli were shown on staining. Morphology was I'nn"i"t.fmt. with haemophilus but culture was unsuccessful. He was treated with amoxycillin 125 mg 6-hourly for 6 weeks and made a full recovery. When last seen 3 years postoperatively there was no clinical abnormality and Xrays showed the defect to have healed.
Discussion
Both cases were difficult to diagnose. Preoperative bloodtests were unhelpful. Morey and Paterson" in a series of 135 cases of osteomyelitis, showed that only 25% had a raised white cell count. In case 1 the cause ofthe hip lesion remains unclear. Haemophilus should always be considered in childhood bone and joint infection, but may pose diagnostic problems. Its fastidious nature can make isolation difficult. Culture is likely to be unsuccessful in patients who have had antibiotic treatment before exploration. The importance of antigen detection, by methods such as counter immunoelectrophoresis to confirm diagnosis, is stressed. Of further significance are reports of strains resistant to ampicillin, cefamandole, and even chloramphenicolv".
We believe these children represent the first reported cases of osteomyelitis of the talus due to Haemophilus influenzae.
Treatment was by exploration, curettage and antibiotics.
